Medication "safety checks" in pediatric acute care.
The high acuity of hospitalized pediatric patients requires well-articulated safety measures in medication dosing and administration. Simple arithmetic errors in calculating medication and fluid requirements can occur easily. A decimal point error could mean injury to a child because of the fine line between therapeutic and toxic effects of medications. This article identifies a few pediatric medication errors encountered by the author. Approaches by nursing professionals to decrease these occasions for mistakes are suggested in the context of creating a system that accepts and recognizes human error without placing blame.